ABSTRACT
INTRODUCTION
Many people come to treatment agents complaining about irrational fears or phobias. These range along the whole alphabet, from arachnophobia (fear of spiders) to zoophobia (fear of animals). As the names indicate, these fears are linked to certain objects, certain places, or certain events. The fear is considered to be irrational if the person fears something that most other people do not fear, or if the intensity of the fear is higher than in most other people. An example of the first would be a fear of paper (papyrophobia), which most people do not experience, and an example of the second would be a fear of snakes (ophidiophobia), which most people do experience, but not to the degree of always being on the lookout for snakes.
The conventional or lay explanation for the existence of phobias, namely that the person must have been frightened earlier in life by the noxious object, has been legitimised and formalised by the emergence of learning theory and the resultant cognitive behaviour therapy (CBT). The concepts of generalisation and reinforcement could now clarify why somebody who was bitten by a big dog as a child could as an adult be scared of all dogs, big or small. The reinforcement effect of avoidance also became clear.
Based on learning theory, treatment of phobias became fairly straightforward and successful (Nolen-Hoeksema, 2004:178-202) . One possibility is to expose the sufferer to the noxious stimulus, without the possibility of escape, until the fear disappears (as in flooding). Another, gentler, way is to expose the sufferer in a stepby-step way to increasing amounts of the noxious stimulus until it no longer brings about any fear. This latter method is systematic desensitisation (SD), which became somewhat of a standard treatment for phobias.
SD is based on the observation that one cannot experience two opposing emotions simultaneously: by getting a sufferer to be calm and relaxed in the presence of the noxious stimulus, the fear response is extinguished (Barlow & Durand, 2005:23-24) . By repeating the experience the sufferer unlearns to be anxious in the presence of the particular stimulus which previously brought about the anxiety. This procedure was first used by Wolpe (1958:1-239) at the University of the Witwatersrand many years ago.
SD can be conducted in vivo by letting the sufferer relax and simultaneously move closer and closer to a dog, for instance, until the dog can be touched without apprehension. Alternatively, SD can be done by means of imagery (in vitro) where the dog is replaced by a mental image of a dog. The degree to which the noxious stimulus is perceived as "real", is generally seen as very important to the success of an SD procedure.
In this sense in vivo SD is considered by some to be inherently superior to SD through imagery, although the latter does have certain benefits, such as the possibility of using a wider variety of noxious stimuli. Often SD through imagery is followed by in vivo SD in order to maximise its effectiveness.
As hypnosis can be an excellent vehicle for relaxation as well as for working with imagery, SD is often conducted in hypnosis (for example, Bourgeois, 1982:509-517) . Seeing that the supposed superiority of in vivo SD lies in the difference between a real noxious stimulus and an imagined one (for example, a real dog as opposed to an image of a dog), the "reality" of the stimulus has become very important to the success of an SD procedure. This is one of the reasons underlying the use of a combination of SD and hypnosis: images can sometimes be much clearer and more "real" in hypnosis as compared to SD without hypnosis.
The development of computer technology gave rise to an even better way to improve the "reality" of SD images. This is so-called virtual reality (VR) which, in to be employed in the treatment of many other problems, including phobias. In contrast to SD this is not based on learning theory. Rather, it theorises about the way in which information is processed in the brain: it states that generally the human information processing system processes the multiple elements of experiences to an adaptive state, but if the information related to a traumatic experience is not fully processed, the initial perceptions, distorted thoughts and emotions will be stored as they were experienced at the time of the event. Such unprocessed experiences cause current disorders and dysfunctional behaviours. EMDR alleviates these by re-processing the components of the distressing memory. Rhythmic lateral eye movements are used to engage the client's attention to an external stimulus, while the client is simultaneously asked to focus on internal distressing material.
All these treatment modalities seem to produce good results, although the evidence is less clear for EMDR.
SD and variations of exposure-based treatment have had a long history of success (Barlow & Durand, 2005:141-148; Nolen-Hoeksema, 2004:178-202; Zinbarg, Barlow, Brown & Hertz, 1992:235-267 ) which need not be repeated here.
As a relatively recent development, the effectiveness of VR is still being investigated. In one study conducted in Holland by researchers from Delft University of Technology and the University of Amsterdam, no differences in effectiveness of in vivo SD and a low-budget VR procedure were found (Emmelkamp, Krijn, Hulsbosch, De Vries, Schuemie & Van der Mast, 2002:509-516) . Both treatment modalities led to significant and equal improvement in fear of heights and this improvement was sustained at six months follow-up. In another study on acrophobia Rothbaum et al. (1995:626-628) found that treatment with VR graded exposure was successful in reducing fear of heights. In a review article Krijn, Emmelkamp, Olafsson and Biemond (2004:259-281) concluded that, while VR has so far been shown to be effective for fear of heights and for fear of flying, for other phobias research to date is not conclusive.
There is a lot of controversy about EMDR, and its role in the treatment of phobias is no less controversial than that regarding other disorders. In a review De Jongh, Ten Broeke and Renssen (1999:69-85) concluded that studies on the application of EMDR with specific phobias demonstrate that EMDR can produce significant improvements within a limited number of sessions. For instance, in the treatment of childhood spider phobia, EMDR has been found to be more effective than a placebo control condition, but less effective than exposure in vivo. These authors warned, therefore, that the empirical support for EMDR with specific phobias is still meagre and that one should therefore remain cau- 1995:626-628). It is not whether social factors are considered by these approaches, but how they are considered.
Adopting a systemic and social constructionist perspective (Hoffman, 1990:1-12; Loos & Epstein, 1988:149-167) it is the aim of this paper to illustrate how phobic behaviour is often embedded in a network of social relationships, an embeddedness which is not sufficiently considered in the application of any of the acronymic methods, even though both CBT and the memory processing view acknowledge that behaviour (including phobias) is socially informed (for example Barlow & Durand, 2005:141-148) . Consider the following two case illustrations:
CASE ILLUSTRATIONS
The examples presented here are not case studies in which for example, the course of treatment and outcome is described. While they are real cases which presented for treatment, they are used here only as illustrations of the way in which phobic behaviour is often embedded in a social context.
Case 1: Jane
Jane (pseudonym) was a 38-year old unmarried professional woman who had spent her time between work and caring for her elderly and sickly widowed mother.
About a year before Jane was seen in psychotherapy, the mother died. While Jane obviously missed the mother, she reported that at the time she had decided that she was now "free" and that she would in future live a "full" life.
To put this into action, she indulged herself in a seaside holiday. On the flight back, however, she started experiencing an "uneasiness": apprehensiveness about being in the aircraft and shortness of breath. Back at work, a similar feeling started emerging. She worked on the fifth floor of an office building and had to pass along a walkway which ran around the inside of an enclosed atrium. Peering over the railing she could see the entrance foyer far below. She had been working in the same office for more than five years without experiencing any discomfort, but now she dreaded walking to her office door. And it became steadily worse. Eventually she could only get to and from the office if she was being led by the hand by a colleague while hugging the wall and keeping her eyes firmly closed. When inside the office, the door had to be kept closed whenever possible. No longer could she go out during her lunch break as she used to do. She spent evenings and weekends at home, being too apprehensive to have a social life. And the time spent at home became a time of misery as she could not stop thinking about going to work the next day. Obviously her work deteriorated. And she could forget her new resolve to get to live a "full" life. All this was a great embarrassment to her. Her colleagues and friends knew her as a strong and caring person and now she was weak and dependent on others for her every movement.
While the mother's death was supposed to change Jane's life from that of a home-bound spinster to that of a professional woman living to the full, the emerged age children. He was not quickly ruffled and dealt fairly easily with the stresses of his work. His family life was happy and he managed to organise his job in such a way that he often worked from home, in that way being more available to his family. Some three years earlier, however, he found himself reluctant to go to one of the business meetings he regularly had to attend overseas. He sent somebody else in his place, but the next time he was even more reluctant to go. In fact, he realised that he was positively apprehensive of the long flight. But this time he could not be absent from the meeting and he managed to attend with the help of some anxiolytics prescribed by his doctor. After his return, he continued taking the medication for some time and the fear of flying disappeared completely, even during subsequent flights.
However, in the last while the fear had returned and it had spread to other situations. Sometimes now, when business meetings became tense, he could feel an apprehensiveness similar to the fear of flying, something which did not happen before. Also travelling by car in peak traffic, which he had to do in order to get to the office, began to bring on a similar fear. He had no explanation as to where the phobia originated, but in talking to him, the following picture gradually appeared:
While Jack was quite successful and generally respected in his work, he was fast becoming of an age which is not fashionable in banking circles. According to him, at the age of 40 one starts to be defined as beyond your prime; the young people are the prominent ones in the organisation and Jack was very conscious of several bright young people waiting in the wings to take his place. While he had no financial concerns about the future, he was acutely aware that his performance at work was under constant and increasing scrutiny by people who would be only too observant of any mistakes he might make. In the light of this, it was noticeable that the phobia came to the fore in work-related circumstances, such as flying to attend business meetings. This is a good example of the conservation of ambivalence which has been shown before to underlie different forms of symptomatic behaviour (Fourie, 1996 (Fourie, :53-70, 2003 . Business meetings provided an excellent opportunity for Jack to be seen to make mistakes; avoiding them therefore made sense, but eroded his position. By keeping him from attending such meetings the phobia therefore (but of course ineffectively) kept him safe from losing the competition with his younger colleagues. One could therefore say that Jack wanted to be seen as successful, but also feared being put to the test. The presence of the phobia reflects this ambivalence between wanting to prove himself, but suspecting that he might be found wanting.
DISCUSSION
While some phobias could easily be explained as the result of earlier conditioning, for example a dog phobia occurring as a result of being bitten by a dog as a child, many phobias occur in socially complex situations and need more complex explanations than the CBT and memory processing views are geared to provide. The two cases described here illustrate this. In both cases interpersonal links, either real or imagined, were at the core of the occurrence of these phobias. Without a focus on these, pure exposure-based treatment is not likely to be sufficient.
Furthermore, interpersonal factors are important not only in the formation of phobias, but also in their treatment.
On reading accounts of SD, VR or EMDR such as the ones referred to earlier, one could almost be forgiven if one were to think that these modes of treatment do not involve any people other than the phobic. Most such accounts focus on the treatment technique as if the presence of the therapist or treatment agent is of little consequence. There usually is a strong implication that it is the technique on its own which leads to a lessening of symptoms. The interpersonal relationship between the phobic and the therapist -which most therapists of these schools are quite aware of -seems to be taken for granted to such an extent that it is seldom acknowledged. So let us look briefly at what this relationship entails.
One of the commonalities between SD, VR and EMDR is that the phobic is requested to think about or imagine the noxious situation. In the case of SD and VR the phobic is then taught in a stepwise way to relax in the face of the imagined noxious situation, while in EMDR the phobic has to follow with the eyes the rapid movements of the therapist's finger while thinking about the noxious situation. So, where the phobic in ordinary circumstances would avoid the noxious situation, now in all three of these modalities he/she is led by a con-cerned and caring expert to confront the feared stimulus. Therefore in these cases the relationship is one in which the therapist in an empathic way leads the client to face rather than to avoid the feared situation. This is the kind of "benevolent ordeal", a paradoxical therapeutic situation Haley (1963:187-188) and others (for example Watzlawick, Weakland & Fisch, 1974:110-157) wrote about many years ago.
No matter which of the therapeutic modalities is used, it is of necessity preceded by an explanation to the client as to how the therapist sees the problem and as to why and how a particular method would be applied. This is the kind of therapeutic reframing, followed by action deemed appropriate to this "new" understanding, which was shown earlier (Fourie, 2000:24-26) to be inherent to all forms of psychotherapy and which contributes to the therapeutic outcome.
Consider the two mentioned cases in such an interpersonal setting. Even though it is clear that both cases would require more than just the application of one of these treatment modalities, the interpersonal aspects present in SD, VR or EMDR would in themselves constitute factors conducive to improvement of the phobic symptoms. The ambivalent autonomy Jane seemed to conserve, first through the presence of the mother and later by means of the phobia, could be described as one of wanting to live life to the full, but simultaneously being afraid of life. First the mother's presence and later that of the phobia kept her from living to the full, keeping her "safe" from life. In treatment the therapist would confirm her as a person by respecting and accepting both poles of the ambivalence, but simultaneously and paradoxically he/she would also "accompany" Jane in confronting the fear. She would not be allowed to avoid the fear: for instance, the session would not be terminated before the fear had subsided. In this way the ambivalent process which kept the phobia alive by avoiding the feared circumstances, would be disrupted. This is precisely what happens in the application of any one of the methods under discussion here.
Similar aspects could be noticed in the case of Jack.
He would not be able to avoid "performing" at the current (therapeutic) task by being fearful -the ambivalent autonomy he increasingly seemed to conserve as he grew older. Although Jack's actions would be judged by the therapist, all of these actions would be accepted and respected. However, they would not be allowed to lead him to escape the feared situation, again disrupting the ambivalent process.
In all three of these therapeutic modalities, therefore, over and above the merits of the particular techniques themselves, certain interpersonal factors can be identified which have been known for many years to be powerfully therapeutic. These flow not only from the therapist, but from the way in which therapy is usually organised. One example is that the therapist takes the lead in all three of the modalities under discussion and leads the client through the various actions which are required, indicating what has been called a complementary relationship where one person leads and the other follows (Watzlawick et al. 1974:110-157) . Another example of such a commonality is that all these therapeutic methods can be seen to disrupt the systemic process of conservation of ambivalence which underlies the phobic behaviour (Fourie, 2003:51-59) . This can be seen as a paradoxical situation: in order to overcome anxiety the client has to experience anxiety. And the rationale for this procedure is presented as a typical reframing (Fourie, 2000:24-26) .
So, while certain curative interpersonal factors clearly operate in all of these acronymic treatment modalities, research reports dealing with SD, VR and EMDR (such as those referred to earlier) typically under-emphasise the role of such factors both in the formation and maintenance of phobias and in their treatment. For instance, accounts of SD, VR and EMDR treatment generally do not mention reframing as an inherent aspect of the treatment and neither do they indicate that reframing was strategically done in order to achieve a specific aim.
Such reports often give the impression that it is the phobia which is treated rather than the phobic and that the presence of the therapist is almost incidental. This is probably a natural outflow from the intrapsychic focus of the underlying CBT and memory processing paradigms.
Coming to these techniques from a social or systemic perspective, however, may soften this extreme of reductionism by emphasising the therapeutic relationship and therefore the humanity and the presence of the two (or sometimes more) protagonists in this relationship. Again, it is not suggested here that therapists do not know this, but merely that they do not usually acknowledge it in their research reports, probably because the CBT and memory processing views do not have it in central focus. The second conclusion is that, when SD, VR or EMDR is applied, this should not be done as a matter of routine, but that the particular method should be presented as an action coherent with a systemically co-constructed reframing of the problem (Fourie, 2000:24-26) , thereby therapeutically and strategically utilising the social elements in the therapeutic situation much more deliberately than is currently suggested in the research literature. This necessitates a more encompassing perspective than that provided by the CBT and memory processing views.
